
Lisa B. Kelly, LCSW, LLC 
401 E. Colfax Ave, Suite 114 
South Bend, IN 46617 

REGISTRATION FORM  

(please complete and bring with you to your intake appointment) 

Today’s Date: _____________________ Who referred you to my practice? 
________________________ 

Patient Information 

Last Name:____________________________First name: ____________________________ 

Date of Birth: _________________________  

Cell phone: __________________________ Home phone: __________________________ 

Address: _____________________________________________________________________ 

City, State, 
Zip______________________________________________________________________ 

Email address: _________________________________________ 

I give my consent for a text reminder to be sent to my cell phone 24 hours prior to 
future appointments:  (sign here): 
____________________________________________________  

Insurance provider: ____________________________________________________ 

Subscriber’s name: ____________________________________________________ 

Subscriber’s DOB: _____________________________________________________ 

Subscriber’s Employer: _________________________________________________ 

Doctor’s name, practice location and phone number: 
______________________________________ 

_________________________________________________________________________________
__ 

Emergency Contact (Name, phone number relationship to you): __________________________ 

Consent for treatment and fee agreement: I consent to receive services from Lisa B. 
Kelly, LCSW and I agree to pay for services rendered that are not covered by the above-
mentioned insurance company. I authorize payments to be paid directly to Lisa B. Kelly, 
LCSW, LLC. I also understand that I am financially responsible for any balance due on my 
account. I understand that I will pay all copays and deductible amounts at the time of 
service. I also authorize Lisa B. Kelly, LCSW, LLC and/ or my insurance company to 
release any information necessary and/ or required to process my claims. 



Lisa B. Kelly, LCSW, LLC 
401 E. Colfax Ave, Suite 114 
South Bend, IN 46617 

(sign here): ________________________________________________________Date: 
_____________ 

FINANCIAL POLICY 

Name: _______________________________________ 

DOB: ________________________________________ 

I am committed to providing you the best possible care in the most cost-effective manner possible.  Please read the 
following financial policy. 

I accept cash, checks and most credit cards.  I prefer that copays and deductibles be paid with cash or checks, if 
possible. If you prefer my processing payment with a credit or debit card, I may charge an additional 3% fee to cover 
processing fees.  If you have insurance, I bill the insurance company directly after services are rendered. 
!
Due to some of the insurance contracts I have signed, I am required to collect all copays, coinsurances and 
deductible amounts at the time of service.  I ask that you call your insurance company to check on your coverage to 
limit your out of pocket expenses. If I am not in your network, I will ask you to pay in full, but I will file a claim on your 
behalf. I will file any secondary insurance once for you, but it is always your responsibility to follow up on any unpaid 
or denied claim. 

When you make an appointment with me, I reserve that time for you. If you cannot make the scheduled appointment, 
please contact me as soon as possible. If you notify me with less than 24- hour notice of a need to change or cancel 
the appointment, I reserve the right to charge you a late cancellation fee. Any no show or no call to any appointment 
might not be rescheduled. If this happens more than once, I reserve the right to discharge you from my practice. 

If you cannot afford to pay your account in full, I will work with you on a payment plan. 

I charge a $40 bank charge fee for any returned check. If I do get a returned check, I reserve the right to make your 
account a cash pay only account.  If your account becomes delinquent, I reserve the right to charge you a $25 
collection handling fee and send your account to a collection agency. If I have to send your account to any agency, 
you automatically will be responsible for any court cost associated with the legal collection process to the extent 
permitted by law. 

By signing below, you agree to my financial policy. The construction and enforcement of this agreement shall be 
governed by the state of Indiana. I reserve the right to change this policy at any time and will notify you of any 
changes. 

Signature of responsible party _______________________________________  

Date ________________________


